Operations Attachment — ACDSNB Accident Register
Belton, South Carolina
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Mail FR-10 to: SC Department of Molor Vehicles

OIS

SOUTH CAROQLINA DEPARTMENT OF MOTOR VEHICLES
FR-10 (REV. 11/2011)

Submit Electronicaily: Agents or Company

Representatives can submit your insuragce

Office of Financial Responsibility (803) 898-5000 ) 4 f . 1 subm insty
PO Box 1498, Blythewood, SC 28016 i NOTICE OF REQUIREMENT Lo information at WWIWESE-ALIR.CDNM 5
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Owner/ Failure to return this form to the Department of Motor Vehicles within 15 days from the date of the
Cperator

collision could result in the suspension of your driver license and registration priviiege;_aipu@yagtjv%:4,
to Scuth Carolina Code of Laws 56-9-351 and 56-10-530.
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Bus. Telephone St Street

Contributed To Collision  |Cily, State, & Zip ~ . Contributed To Collision  |City, State, & Zip
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J _ 6 4 7 5 5 0 Driver/Pedastrian’s Full Name State |Year  |License Plale # Qwners DL #
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State Driver's License # Class Instirance Company Contributed To Collision  |Cily, Stale, & Zip
Yes No
Year Body  |Vehicle Make VIN # tAutomobile liability insurance information for Unit# *2.
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. . Stebe Biscal  Aece : ; o < LS
All Units Insurance Information Agancy Nams ok Ity Polﬂ?::yhl\f\;nﬁr 0o )15t
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SUreen Seddam

Autormabile liability insurance information for Unit# |

Autzmohbife liability insurance infermation for Unit #

Company ame

Yredrsswé,

Area Code/Phose Number

e

) LLL- LS5

Company Name

{

Area Code/Phone Number

}

Agencygame

{0['-\{%’55 2

Policy Number

Agency Name Policy Number

Auobile Liability Insurance information

Notice of Requiremen

Signature

—»

t Accepled

Y N Relused [0 ATK Signature?

¥ N_Vehicle Subject to Registration in SC?

To Be Completad Below or Entered at WWW SC-ALIR COM By Insurance Company Representative
This fosm should not be mailed to DMV if insurance information has been submitied electronicaily.
Reference to Unit#. ______, | here by affirm that to the best of my knowledge the vehicle described
above was insured by the below staled Insurance company on the date of the cotlision

The information as conlained herein is hased solely upon my knowledge and
belief as a representative of the above insurance company and no warranty of
hiabifity is impuled intg the ahove mantioned insurance as | have listed herain

Insurance Company

Policy #:

Sigrature

Title

fiBeginning Date.

Ending Date Pelicy Holder

NAICE (Assigned by SC Dept of Ins )

Bus. Telephone
{ }

Notice: If liability insurance was not in effect for your vehicle involved in the collision, The Department of Motor Vehicles could
suspend your driver license and registration privileges pursuant to South Carolina Code of Laws 56-9-351 and 56-10-530.

i any of the below are applicable, Disregard the above portion.

Form FR-10 Not issued:

Section 56-10-520

vehicle

Check here if liability insurance was not in effect

Check here if a Form SR-23, Fleet policy of 25 or mare vehicles is on file with the Depariment cavering the

Check here if a certificate of seif-insurance has been issued by the Dapartment covering the vehicle and
indicate the certificate number $I- _ _

No FR-10 [ssued to Operatar/ Qwner of Unit #

Summons Issued o

For operaling or allowing

Summons Number:

the operation of an

to comply with Sauth Carolina statutary Signal Dat .
) gnalure ate : Signature
requirements. uninsused vehicle
Inveshgating Officer’s Mame Rank Sadge # |Jurisdrcuon Code | Review Dale Reviewer's Name Rank Internal Agency Code
= e
O . mdr £t S il gd Vs -

DRIVERIOWNER




15. Agency Vehiclg/l}se at Time of Accidenta et B
a.URoute b, BOther (S ecify) v ,
\r‘a\'\S(\D\\r—\-\NL Aoy \\'gm vale Lee Aromy €N T

)
16. Total Number of Consumers in vehicle: 2 Any Injuries \\0 \1\5\\3\()/ 7;?\\;3\13,{61\
\\ucies
17. First Point of Impact (please circle appropriate fetters)
F - Front R ~ Rear DS - Driver Side PS - Passenger Side

18. Type of Accident:
a. & Between Vehicles b, O Fixed Object (complete #19) ¢. O RR Crossing (with train} d. 0 Overturn
i

e. 0 Pedestrian f. O Anima

19, Complete if Fixed Object Accident
(Enter response which caused damage):
a. 0 Parked Vehicle b. O Utility Pole  ¢. O Tree d. O Culvert or Wall e. O Sign f. O Guardraii
g. O Bridge Rail h. O Fence i. O Curb or Wall J. O Median Barrier k. O Embankment L

Other (Specify)

20. Were Passengers Evacua_ted? a [ Yes b. [J No
21, Were Any Passengers Secured By? a. 0 Wheelchair b. [J Lapbelt <. O Not Secured
22. First Person notified of accident? \ 1o\ \Qorbh

23. Was Pre~Trip inspection of vehicle performed by driver on date of accident? a, B’f’es b. [0 No

24. Are there any actions driver feels could have pravented accident? {Explain)

Driver Signature
Date_ "> - \dt“

Supervisor Signature

Date

Transportation Signature

Date

Please Complete Passenger Listing on Next Page



Passenger Listing and Their Date of Birth
(Insurance company requires this information)
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2. .“\QAVSV\\QLQ K\'\OY ?{V\\\Q\\ — DO _

3.

4,

5.

10.
11.
12,
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14,

15.
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ACDSNB

TRANSPORTATION VEHICLE ACCIDE:NT REPORT FORM

The information provided on this ACDSNEB Transportation Vehic
to compile accurate, uniform, and reliable information about Ag

¢ Accident Report Form will be used
ncy vehicle {van, bus, small vehicle,

and multi-function bus) accidents so that problems and trends Tay be identified and needed safety

programs can be developed.

Complete and turn in this form to Transportation Dept, within tv(oj (2) business days of the accident if

it involved a ACDSNB vehicle, or:

> $2,500 or more of total property damage, or

> Personal injury (requiring treatment away from the scene), a
occupant or pedestrian.

nd/or fatality, to any involved vehicle

This form must be completed by the operator involved in the accident, or operator supervisor, and
any staff passengers. A supervisor must review and sign th? completed form. Enter only one

response for each question.

Accident . . y
Description_ WV ult Fnvelina oy 959

T

WAS ik Caded Oy Ay v

Foviaids Andos &Y
e The diver

G Hed She Wi Jok Daina LEentimn Cund /G d nne

D06 Feathc Dd sSlowid 2dokin.

1. Priver Name _é[))) ‘/(’i‘?:ﬁ /;))QS_[’_/N

2. Date of Accident /_2/2//:?{)/ ‘?3 Day of wee
0O AM O PM e

v . ‘ﬁl

4.Time _|. Zi' }) 17

]
5. Vehicle Body Make Q !:J/} 6]1” 6. Bus/vehicle # | mﬂ/ )
t
7. Vehicle Type: Small Vehicle O Bus O Lift van O Van [}'{ Lift
Bus ) |
| )
Il : ! /
8. Model Year_ 7 []]] [ 9. Vehicle Capacity,_ <.
!

10. Department Name h/ h “l ¢ ‘ )4 / I [‘—H“:}

11. Was the Operator? a. IJ Route Operator b. l':i{Actfviéy Trip Operator ¢, O OTHER

12, Operator's Age: '

a.l21-30 b, d31-40 € 041-50 d.51-60 e, O 61-70 ¥, li._J 71 +

13, Operator's Experience Driving Agency Vehicle;

3. less than 1 year b, O 1-4 Years ¢ 5-9years 3 d. 0 10-14 Years e. J 15-19 Years f, [1 20 +

Years

14, In the last 3 years, how many.Agency vehicle accidents has th
{do not inciude this accident)

e operator had?




15. Agency Vehicle Use at Time of Accident:

i

SUNer

a. ORoute  b.J) Other (Specifv)ﬂ H-, ATAAY l+ h £()
I\J' g

16. Total Number of Consumers in vehicle: ‘

17. First Point of Impa ease circle appropriate letters)
F ~ Front - Rear DS - Driver Side

18. Type of Accident:

a. GBeltween Vehijcles b, [1 Fixed Object {(complete #19} c. [T RR Crossing (with train) d. O Overturn

e. [0 Pedestrian f. 0 Animal

19. Compiete if Fixed Object Accident

(enter response which caused damage):

a. O Parked Vehicle b, O Utility Pole ¢. O Tree d. [ Culvertor Wall e, O] Sign f. O Guardrail

Any Injuries ﬁ.@m

' PS -~ Passenger Side

:

g. O Bridge Rail h. O Fence i, [0 Curb or Walf J. O Median Barrier k. {J Embankment

Other (Specify)
|
|

20, Were Passengers Evacuated? a. O Yes b. Ii(No

|
21. Were Any Passengers Secured By? a. 3 Wheelchair b. A Lapbelt

i L
22. First Person notified of accident? q , | qhﬂ"ﬁ Tr ﬂ(?'l:'(”_f/

23. Was Pre-Trip inspection of vehicle performed by driver on date of accident? a. ﬁYes

24, ﬂ}g‘;}there any actions driver feels could have prevented ac?ident? (explain)

¢. O Not Secured

.0

b. O No

Briver Signatur

Date /:2' vy /‘;/‘1 [

}
i
i
|
i i
|

Supervisor Signature,

Date

Transportation Signature

Date




# 470

Mail FR-10 to: SO Department of Motor Vehicles
Office of Financiat Responsibility (803) 896-5000
PO Box 1498, Blythewood, SC 29016-0050

S0UTH CAROLINA DEPARTMENT OF MOTOR VEHICLES FR-10 ( REV. 12/2018)

NOTICE OF REQUIREMENT

Submit Eleclronically: Agents or Company
Representatives can submit your Insurance

Information at WWW.,SC-ALIR.COM

Oate Time County | 1.+Interstate (4} Secondary Collision Location (RL. # / Name) Mair: line 6 - Connection |Miles  |Dir in {pdear gity of Town o
2-US Primary 5« County 2 - Alternats 7 - Business NE
01-10-2019|1 52 0 j04 3-5C Prmary 6+ PP § 54 | PALMETTORD 5 - Spur 48 16w |wWeST PELZER
Tovehidle | Failure to return this form to the Department of Motor Vehicles within 15 days from the date of the
8‘;‘;‘;{ collision could result in the suspensicn of your driver license and registration privileges pursuant
to South Carolina Code of Laws 56-9-351 and 56-10-530.
IFedesman‘s Full Name edesm‘an's Full Nams
R-516702 OWLER CASSI SARAH R-516703 AEEXANDER BARRY WAYNE
Unit Srreet Unit# : Street
&1 02
# i| City State & Zip #0ce City State. & 2ip
1 FAIR PLAY sc 20603 1 : e | PELZER sc  z2e6ciN
Slate Driver's License # Insurance Company State Driver's License # Insurance Cormpany
SC D STATE FISCAL ACCOUNTABILITY SC — DM | UNINSURED
Year Body Vehicle Make VIN # vaar Bady Vehicie Make VN #
2017[BU FORD 1FDFE4FS0HDC323470 2011)28 CADI 1G6DGSEY7B0
State Year License Plate # OwnecsDL # Slate Year Licanse Plate # Owners DL &
SC P RG1812 NONE sC NONE
Harme Telephona 5 Owner's Full Name JFCwner's Full Name
ANDERSON COUNTY DSNB [ ALEXANDER BARRY WAYNE
Bus! Telephcne Street Straat
212 MCGEE RD ;
“Coplibited To Calision” 7| City State & zip Hloty State & Zp
| ANDERSON sc 2962. PELZER sc 206
I OriveriPedestrian’s Full Name Stale Year ticense Plate & Cwners DL #
“F Street H;‘irﬁé_TeIephqﬁe_‘ i Qwner's Full Nama
City State & Zip i} Streat
State Drnver's Licensa # Insurance Company niributed To'Collision =i | Cay Stata. & Zip
Year Body Vehicle Make VIN # accident Insurance Information for Ut # 02
Company Mame Araa CedelPhone Mumber
P 3 PROGRESSIVE { )
All Units insurance Information pYPEr P T
{ to be completed by Investigating Officer)
Accidant Ihsurance information for Unit # 01 Accidant insurance Information for Unit #
Cempany Name Araa Coda/Phong MNumber Company Name Area CodaiPhone Number
STATE FISCAL ACCOUNTABILITY AUTHORITY i ) ‘ )
Agency Mame Falicy Number Agency Mame Pelicy Mumber

Automobile Liability Insurance Information

Notice of Reguirement Accapted s

IS\gnazure

LY N Refused to Affix Signatura?

| Y N Vehicle Subject to Reaisiratian in 557

Relerence to Unit #

To Be Completzd Beiww or Entarad at WAWY SC-ALIR.COM By Insurance Company representatize  Trus form should
not be mailed to DAY f nsurance information has been submitted slectronically
| here by affem that ta the best of my knewledge the venrcle described above was

The informatien a5 contained herain is based salely upon my krowledgs

and balief as a represantative of the above insurarice comp

any and no warranty

of habihity 15 imputad o the above mentioned insurance as | have

insured by the below stated Insurance company on the date of the collision. listed herein

Insurance Company Palicy # Signature Tile

Baginning Date Ending Date Potficy Holder NAICH (Assigned by 8 G Dept. of Ins.} Bus Telephone
¢ )

Notice: If liability insurance was not in effect for your vehicle involved in the collision, the Department of Moter Vehicles could suspend your
driver license and registration privileges pursuant to South Carolina Code of Laws 56-9-351 and 56-10-530.

If any of the below are applicable, Disregard the above portion.

Form FR-10 Not Issued:

Section 56-10-520

cavenng the vehicle

vehicle and mdicate the certficate number S -

Check heref a Form SR-23 Flest policy of 25 or more vehicles 15 on file with the Deparintent of Motor Vehicles

Check here if a cenificate of selfinsurance has bsen 1ssusd by the Department of Molor Vehicles cevenng the

Check nerz if liabibity insurance was not in

iNg FR-10 Issued to Operator! Qwner of Unit #

Summens Issued to

Summons Mumber
For aperating or

effect to camply with South Carolina statutory Signature Date allowrng the cperation of Signalure

requIraments an uninsured vehicle
Investigating Officer's Name Rank SCCHA R Lode Cata Reviewer's Mama Rank internal Agency Cede
DOOLEY -5 F TFC |_ HPO3J 13GV19006291




ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Transportation Vehicle Accident Report Form will be used
to compile accurate, uniform, and reliable information about Agency vehicle {van, bus, small vehicle,
and multi-function bus) accidents so that problems and trends may be identified and needed safety
progrars can be developed,

Complete and turn in this form to Transportation Dept. within two (2) business days of the accident if
it involved a ACDSNB vehicle, or:

> $2,500 or more of total property damage, or

# Personal injury (requiring treatment away from the scene), and/or fatality, to any involved vehicle
occupant or pedestrian.

This form must be completed by the operator involved in the accident, or operator supervisor, and
any staff passengers. A supervisor must review and sign the completed form. Enter only one
response for each question,

Accident _ _ .

Des riptionDi’ wilg dijm_ Q}QW\@L{’O Kreek N P@l-aﬂy,sc,-a "’\’//J'/éf

L‘ﬁ?’i( . swolred ndn iy lane_(head on)  rpprediey Ntise (f
Aid_Clipmed hs gy, Enprimg 17 0 Cptact goces
Made dr  [efr driver Side of) PUS (004 0 SSonaer]oa b
st of e bus j2egins. ’ J

1. Driver Name fi ﬂQSiL WMA'/J./
2. Date of Accident_., ,[ln 5 {D:?—O(OIB Day of week/l !HM S -~ 4. Time 3 -[ 2 / i_";;

O AM K PM

5. Vehicle Body Make 6. Bus/vehicle # Lll7o

7. Vehicle Type: Small Vehicle O Bus (O Lift van O Van O Lift
Bus

8. Model Year 9. Vehicle Capacity

10, Department Name p(Dp /?—Di}

I

11. Was the QOperator? a. fﬁ,Route Operator b. L3 Activity Trip Operator ¢, (] OTHER

12. Operator’'s Age:
a.J21-30 b, K31-40 c. 0O 41-50 d.51-60 e.061-70 f. O 71 +

13. Operator's Experience riving Agency Vehicle:
a. [ less than 1 year b. A 1-4 Years ¢. 5-9 years O d. J 10-14 Years e. O 15-19 Years f. O 20 +

Years

14, In the last 3 years, how many Agency vehicle accidents has the cperator had?
(do not include this accident)



15. Agency Vehicle Use at Time of Accident:
2. & Route b. 01 Other (Specify)

16. Total Number of Consumers in vehicle: 6 Any Injuries J\}D
First Point of Impact (please circl propriate letters)
@ Front R - Rear (DS ; Driver Side PS - Passenger Side

18, Type of Accident:
Between Vehicles b. O Fixed Object (complete #19) ¢. 1 RR Crossing (with train) d. O Overturn
e. [0 Pedestrian f. O Animal

19. Complete if Fixed Object Accident
(Enter response which caused damage):
a. [J Parked Vehicle b. O Utitity Pole ¢, 0 Tree  d. O Culvert or Wall e. [I Sign f. O Guardrail
g. [1 Bridge Rail h. (I Fence i. 0 Curb or wall J. I Median Barrier k. 0 Embankment . O

Other {Specify)

20. Were Passengers Evacuated? a. ] Yes b@ No
21. Were Any Passengers Secured By? a. ﬁ\Wheelchalr b. giiLapbelt <. [ Not Secured

22. First Person notified of accident? _[&Vr\ Ab@f(ﬂﬂ-ﬁ&/

23. Was Pre-Trip inspection of vehicle performed by driver on date of accident? a. [ﬁL‘(es b. O No

ﬁA)Are there any actions driver feels coulv:a;ﬁpre ented accident? (Expiam)

OVOY wia S Wi \n le  in nm/&m/@? //?J’?f"/\/é

Driver Signature

Date

Supervisor Signature

Date

Transpoertation Signature

Date

Please Complete Passenger Listing on Next Page



Passenger Listing and Their Date of Birth
(Insurance company requires this information)

Sean A [
2 Foye MeAlsker

> Wihelle Hitchingn |
* Robert Evan Shord

e .
6.

7.

g

9.

10.

11,

12.

13.

14.

15.



Mail FR-10 {0: SC Department of Motor Vehicles
Office of Financial Responsibility (803} 896-5000
PO Box 1498, Blythewood, SC 28016-0050

SOUTH CAROLINA DEPARTMENT OF MOTOR VEHICLES FR-10 { REV. 02/201%)

NOTICE OF REQUIREMENT

Submit Electronically: Agents or Company
Represenlatives can submit your Insurance

Information at WWW.SC.ALIR,COM

Date Time County |1-linterstate 4 - Secondary Cellision Location {Rt. #/ Name) @Mam Line § - Connection | Miles Oir. In K@gﬁe!y or Town of.
(ZJUS Primary & - County Z-Atemate 7 - Business NE
1217-201% 1535 |04 3.8C Primary 6- PP &§76 ! BELTON HONEA PATH 5-Sour 70 s BELTON
ToVehicle | Failure to return this form to the Department of Motor Vehicles within 15 days from the date of the
g‘:z;r{or collision could result in the suspension of your driver license and registration privileges pursuant
to South Carolina Code of Laws 56-9-351 and 556-10-530.
QrivaliPedestian's Fult Name l“wp edestrian's Full Name
R-866903 I SANSEY TAYLOR BROOKE R-866042 DEPETRILLO SHERRI T
Uriit #lséic_ o | Race Street Unit # ; Street
a1 02
#0ce {ginh Date City, State, & Zip #Gce Tchy state, & zip
8 ANDERSON sSC 29821 1 BELTCN SC 28627
State Priver's Licensa # Insurance Company State Driver's License # Insurance Company
sc__ ' D JAMERICAN SOUTHERN SC D | PROGRESSIVE
Year Bedy Vehicle Make ViM & Year Body Vehicle Make ViM #
2009|BU FORD 1FDEE35L99DA23497 2015[3U CHEV 2eNALBEKSFIIL
State Yeaar License Plate # Owner's D.L.# State Year License Plate # Ouwners DL #
sC P RG1203 NONE sC 2020 [
Home Telephone’ *.{ Owner's Full Nama Home Telephona Owners Full Name
: AMDERSON COUNTY  DISABILITIES DEPETRILLC SHERRI T
Bus. Tefephone ©. Straat Street
212 MCGEE RD
Contributed To Lollision City, State, & Zip Contributed Te Collision Cily, State, & Zip
Yas <HE>  |ANDERSON SC 29525 No BELTON SC 29627
DriverfPadestrian’s Full Name State Year lLlcensa Plate # Owners DL #
Unit# | Sex Race Strest Homa Telephm_:é : | Qwners Fult Name

#Occ fainh Date

8ds. Telephone”

City, State, & Zip Street
State Driver's License # insurance Company Contributad To Callision Ciy, State, & 2ip
Yes No
Year Body Vehicla Make VIN # Actident Insurance Information for Uit # 2

Coempany Name

All Units Insurance

Information

{ to be completed by Investigating Officer)

PROGRESSIVE

Area Code/Phona Number
{ !

Agency Name

Palicy Number

Accidant Insurance Infarmation for Linit # 01

Accident Insurance Infermation for Unit #

[oh'ci Number

Company Name Area CodeiPhone Mumber Company Name Area CodelPhene Number
AMERICAN SOUTHERN ( ) { ]
Agency Name Agency Name Paolicy Number

Automobile Liability Insurance Information

Notice of Requirement Accepted —————srmii-

Ingna:ure

{ Y N Rafusad to Affix Signature?

| ¥ N Vehicle Subject ta Reaisiration in SG7
TR AR

Rafererce to Unit#

To Be Complated Below or Entered at WA SC-ALIR.COM By Insurarce Company ragrasentative. This form shauld
not be mailed to DMV if insurance infcrmation has been submitted electronically
1 here by affiem that lo the best of my knewledge the vehicls descrbad above was

Tre information as centained herain is based selely upan my knowledge
and belisf as a representative of tha abovs insuranca company and no warranty
of ligbility i mputed into the sbove mentionad msurance as | have

insured by the bejow siated Insurance company en the date of the colbsion, listed herain

Insurance Company Policy # Signature Title

Beginning Date Ending Date Policy Holder NAIC# (Assigned by $.C. Dept. of Ins.) Bus. Teleghone
( )

Neotice: [f liability insurance was nol In effect for your vehicle invalved in the collision, the Department of Motor Vehicles could suspend yaur
driver license and registration privileges pursuant to South Carolina Code of Laws 56-8-351 and 56-10-530.

If any of the below are applicable, Disregard the above portion.

Form FR-10 Not Issued:

Section 56-10-520

covering the vehicle

vehicle and indicate the certificate number: 8t -

Chack here if 2 Form SR-23 Fleet pelicy of 25 e more vehicles 1s on fite with the Department of Motor Vehicles

Check here f a cenificate of self-insurance has been issued by the Department of Mater Vehicles covaring the

No FR-10 Issued to Operatorf Owner of Unit #

Summens issued to:

Checi here if liability insurance was not in

For operating or

Summaons Mumber

effect to comply with Ssuth Carslina statutory Signatura Date allowing the operation cf Signatura

requiraments an uninsurad vehicle
Investigating Qfficer's Name Rark SCCJA # Cede Date Raviewer's Name Rank Intarnal Agency Code
ASHLEY -A T L/ICPL {2081-7837 HP O3 19GV234191




ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Transportation Vehicle Accident Report Form will be used
to compile accurate, uniform, and reliable information about Agency vehicle {van, bus, small vehicle,
and muiti-function bus) accidents so that problems and trends may be identified and needed safety

programs can be developed.

Complete and turn in this form to Transportation Dept. within two (2) business days of the accident if
it involved a ACDSNB vehicle, or:

> $2,500 or more of total property damage, or

» Personal injury (requiring treatment away from the scene), and/or fatality, to any involved vehicle

occupant or pedestrian.

Accident . ‘
Description ' Lty le wiadbing o @ ted gk on Vg, teeechon of Whieall

Ledand Gewees Bhud () GVe0 Ciah baod eede) o \agsote Do
Aag eat evded -thae Qe T WAGON,

1. Driver Name _\éﬂ%ﬂ(@, W\@(\Q Q{f‘@(\@(l&

2. Date of Accident 5! {2 l %) 3. Day of week Sy L %s 4. Time _\g. \&

JAM O PM

5. Vehicle Body Make 6. Bus/vehicle #

7. Vehicle Type: Small Vehicle 5~ Bus (J Lift Van I Van O Lift
Bus

8. Mode! Year 9. Vehicle Capacity

10. Department Name

11, Was the Operator? a. (1 Route Operator b. I Activity Trip Operator c. 0 OTHER

12. Operator’s Age; N
a.021-30 b, [31-90 € 1 41-50 (d. 51-60) e, 061-70 f 071+

13. Operator's Experience D iving Agency Vehicle:
a. O less than 1 year b.™1-4 Years ¢, 59years 0 d. O 10-14 Years e, [J 15-19 Yeairs f. [J 20 +
Years

14.In the last 3 years, how many Agency vehicle accidents has the operator had?
{do not inciude this accident)



Ofize o
=) Box

11-17.20:5

f Financtal Respongibility (203 855-5000
1488, Sivthaysod, SC 79671 6-0450

Mall ER-10ta:  SC Dapartment of Moror Verleles 30UTH CAROLINA DEPARTVEST OF MSTSR +£
MOTIZE SF REGUIRE

TLES ER-10( REV t1z01 1)

i

alzally, | Ageats or Company
Repraentaives can submia year Irsurarcs
VLSC-ALIR COM

Ll - intarstate
2-1E

rmary  5-Coumy

Candary Lolisian Lecatian 4R 2 / Narne)

-3CPrireary & PP £141 [/ S WCDUFFIE ST

Ayinitng & Zeansmon i
2-Altarnate. 3usiress
S-Suur

-74 oo | ANDERSON

nfermasion 41 Wi
s Bt of Tewr af

128 Sir. In

¢ Venl
Gwnar

Operzicr

de Failure to return this form to the Departrment of Motor Vehicles within 15 days from the date of the
collision could result in the suspension of your driver license and registration pr
to South Caralina Code of Laws 56-9-351 and 56-10-530,

ivileges pursuant

£oastran’s ~ull Narme
DODGE PHILIP MICHAEL

St 251

~114684 estrian’s Full Nama
HCLDEX BARBARA JEAN

City, State, 2 Zip
ANDERSCN sC 2962

City, State, B 4ip
SENECA

Swie  |Bryepobiance @ Irsurznce Compzny ¥ & Irsicance Sampaoy
5C OM JALLSTATE D | 5C BUDGET AND CONTROL
Vezr Feosy Vahlzte Vike VN E [yzar Y |Vekicls Habe viN=
16999 ITK FORD 1FTSX30F0XEE- 2016 FORD lzmsezs—mseucosns
itate |Yest igera Plavs & Oriar i Sate Year Lizerse Plata s Twhers DL 7
s¢C 20156 . SC_ 2099 i rG1581 NONE
Home Telzghens Dviner's Full Nam 2 Cvuner's Sull Narmne
DODGE PHILIP MICHAEL ARDERSON COUNTY DISABILITIES A
Bus Ta'ephane Sire=t Streat
) b ] 212 MCGEE RD
Cantribsiéd T Cellizion |City, Siste, & 4 iy, Stats, & Dips
Vs ¢y | anoerson sc_ 29052 o Ha ANDERSON s¢ 295._
IDrlver;Fedest: an's Full Nae Szats l\ car License Piats & Cuners DL 3
Jritf fsex Ig,“: Streel =emaTelsphare Cvuner's Full Nams
{ ]
<0u M3itth Bare City, State, & Zip Sus Telephens Strest
{ i
3Tate Crisers Liganse & Irsusanze Campyny Centnbutad Te Callisien Gy Sate, & Zip
Yes Na
Year dody I“J’:Hih Maxe r’"’\ z Accidentinsaran;e infetmsticr far Unit £ 02
Campany Wame [Area CedeFhans Number
. . SC BUDGEY AND CONTROL {800 7132205
All Units Insurance Information Py e P o—
{10 b2 cornpletad by Investigating Offcar) “
Acedznt Ineuranics infarmatian for Upit ¢ 21 Acelcertinsdrance nfermstior far Lk ¢
otrpany Nare Arz2a Cade/Phare Nursbar Campanylizme Ared CodeFhane Kumbat
ALLSTATE ]r803)5430?67 { '

ANDRE!

Agency hams ol
W SIDERS

Agangy Mzrne

Raligy Numgar

Automobile Liability Insurance Information

Netice of Reguire=ent Accepted R

Sgnattre

YN Bafdjed 1o A%ix Slgnatues’
/N ahicls Sabjert ic Ragistratic in 3C7

© Se Completag
5t be mailad ta DA
Ra‘erer cato Jall & A Ferg by etitn that 1o the oesTof r

&al Entered ¢
f nsurarce infaration kas besn sonmritzzd elscmrent wally

TN SCAURCQM 3y hidrance Comzary reniezaalzting,

ViOwow gdge tha vehizie desq beg sbove s

TFatarmngaeld

The afsimzior st ¢aip nad

HEy 15 imptac i the abovs mertraned msaranze as | Saue

bajez solsy oo My kacy
B3/€ M3 RaACce emIangadiirc EIEN

irsured by tas baiciv atated rsurzres cartpzny or ks date of the eadisien 15:ed harg'n

Inzianze Compary Falizy# 5i lTi:le

Ezglinnirg Sate Encing Data: Falley Ha'der: N D5y gran by §C Dzal ot ne) IEJS Trephons
{ J

Notice: If liability insurance was not in effact far your vehicle involved in ths collision, the Department of

Motar Vehicles could suspend your

chicle
Cnetk Fore Facasn
venice ard ndiesta th2 cat Acgte number 8-

cxte ot ielt-niaianze nas brer isdsd oy ke Deparincertof Mot Yonisas coner ng the

driver license and registration privileges pursuant to South Carclina Code of Lawvs 38.9-351 and 56-10-530,
If any of the belovs are applicable, Disregard the above portion. Form FR-10 Mot Issued: Section 56-10-520
Checkbars faFoim 3R-23, et eollzy ' 28 e porsvabidias 5 an *le wrth sbe Bepattr-ertof Wata vanizes  JNaFR-S0 s51ed 13 Spetaty Oune of unlt =

Sunrors igzazd te

Cactk ke Tlab ity gueanze g agtin

F3 ageratng

effactzo compiy Wit So0ra Carn ing wandioty | grenar
-‘Cq.‘i*é'ﬂﬁ‘ﬁ{

Dex

allovrng the oceaten of
enunsurad vahicle

Samemees Yursaze
ar

S gmatur.

Pedtgatrg Offcar s Name Eerk Tadz. 7 lecs
WILSON - T O

L/CPL | 7368 HPO3

2 ite

e

iter-al azaezy, Chde
15GV22B1B6

IRar‘r




ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Transportation Vehicle Accident Report Form will be used
to compile accurate, uniform, and reliable information about Agency vehicle ( van, bus, small vehicle,
and multi-function bus) accidents so that problems and trends may be identified and needed safety
programs can be developed.

Complete and turn in this form to Transportation Dept. within two (2} business days of the accident if
it involved a ACDSNB vehicle, or:

> $2,500 or more of total property damage, or

¥ Personal injury (requiring treatment away from the scene), and/or fatality, to any invalved vehicle

accupant or pedestrian.

This form must be completed by the aperator involved in the accident, or operator supervisor, and
any staff passengers. A supervisor must review and sign the completed form. Enter only one
response for each question.

Accident
Description " Veiving fapm Eleciroluen S/ on (Leorge A bert
Lo¥Ye Rd. ~The hus hid Side. mirror of  anodher ¢ br.

1. Driver Name _ DO are o) den
2. Date of Accident_l\ ![’“1!&0 i& _ 3.Dayof week‘_nef.ﬁdm_-{ 4, Time _&_: 50 Pt

O AM &'PM

5. Vehicie Body Make 6. Bus/vehicle #

7. Vehicle Type: Small Vehicle OO Busyl Lift Van O Van O Lift
Bus O

8. Mcdel Year 9. Vehicle Capacity,

10. Department Name _0 devson  Ds N Roadd

11. Was the Operator? a.T! Route Operator b. O Activity Trip Operator ¢, O OTHER

12, Operator's Age:
a.21-30 b, 031-40 c. 0 41-50 {4,.%51-60 e.0061-70 f. 071 +

13. Operator's Experience Driving Agency Vehicle:
a. O less than L year b, 1-4 Yearsc. 5-9 years O d. iE/:I.O-14 Years e. 0 15-19 Years f. (3 20 +

Years

14. In the last 3 years, how many Agency vehicle accidents has the operator had?

(do not include this accident) @



15, Agency Vehicle Use at Time of Accident:
a. ¥Route b. O Other (Specify)

16. Total Number of Consumers in vehicle: 5 Any Injuries e

17. First Point of Impact (please circle Rpropriate letters)
F - Front R ~ Rear év Driver Side PS - Passenger Side

18, Type of Accident:
a. E’E){atween Vehicles b, O Fixed Object (complete #19) c. ORR Crossing (with train) d. [ Overturn

e. 0 Pedestrian f. I Animal

19. Complete if Fixed Object Accident
(enter response which caused damage):
a. O Parked Vehicle b. O Utitity Pole c¢. 0 Tree d. O Culvert or Walj e. [ Sign f. O Guardraijl
g. O Bridge Rail h. O Ferice i, O Curb or Wall i. O Median Barrier k. [J Embankment 1.0

Other (Specify)

20. Were Passengers Evacuated? a. U Yes b. &No

21. Were Any Passengers Secured By? a. O Wheelchair b. B Lapbelt ¢. O Not Secured

22. First Person notified of accident? M\ars ) |

23, Was Pre-Trip inspection of vehicle performed by driver on date of accident? a. BYes b. O No

24, Are there any actions driver feels could have prevented accident? (explain)
TDewe  Onsep s pdc:p of dhe road.

Diiver Signatur

Date

Supervisor Signature

Date

Transportation Signature

Date




|Majl FR-10 to: SC Department of Motor Vehicles
Office of Financial Responsibilily (803} 896-5000
PO Box 1498, Biythewood, SC 29016

SOUTH CAROLINA DEPARTMENT OF MOTOR VEHICLES
FR-10{REV. 11/2011)
NOTICE OF REQUIREMENT

Submit Electronically: Agents or Company
Representatives can submit yoL insurance

information at WwWw SC-ALIR.COM

Date Timeof |Seunty I1- Interstale  4- Secondary Collision Lozation (R # / Name) Ovdain Line  6-Connection | Miles: | Dir. | dre;Near Gityor Town of:
Cullision 2-US Primary  5- County FAllenale  7-Business INEI
higinge laen | o0 q3 SCPrimary 6 PP 5 ez 5-Spur is wi F
To Vehicle
8wnertl Failure to return this form to the Department of Motor Vehicles within 15 days from the date of the
perator

collision could result in the suspension of your driver license and registration privileges pursuant
to South Carolina Code of Laws 56-9-351 and 56-10-530.

D-

er'iiejlﬁede_sinian's Fuli Name

esnen o W pe 32

603

DriverfPedestrian's Full Name
i i £ 'l

D-

¢ & PN/

0/bb04

o/b

Unit i fS Street y

D-576

605

Unit# IS, Race Streel Race

z I o |7 _

#Oce i L& 2Ip *icee fBirth Date Cily, Stale, & Zip
_E_I o, N L1 {25 z o fh s ML A
State Class Insurance Company: State river's License # “[Class tnsurance Company:

£ i e b d s A Els L7 e ad S
Year Body ehicle Make VIN # TS ) ) Year Body ™ |Vehicle Make VIN R -
P L NY A KT PYY Tarns SN O Dy e g & it | oy £ " LR sl Ml AN AT ol V) -__
Stafe ” {Yehr- {LicensePlAle # T TOwrers'D.C. # W Sidie  [Véar  iLicedse Flale f OwnersD.L#- 7

A WA Y A L 414 S W 7 HL E
Home Telepharie 7" |Owner's Full Neme i l e whers rull Name T

ﬁ«:f Py ey /» _!’ TR Y Y] i) ( aZad

us. teepnene Street ! i T Bus. Telephone "~ 1Street -
SR, D s 2 ) ~

Gontribufet’To Collision [Cily, Stale, & 2ip v Contributed.To Collision [City, Slate, & Zip 7

o No A PR Y Yos Mo | <7 4
Driver/Pedestrian's Full Name State Year License Plate # Cwner's DL #

Owner's Full Name

Automobile Liability Insurance Information

Unit #ISax Race Street Home Telephone
1Yl )
4CES |Binh Date Cily, State, & Zip JBus, Telephone Street
i )
#State Driver's License # Class Insurance Company: Contributed o Collision |City, State, & Zip
Yes No
Year Body  |Vehicle Make VIN i Automobile fiabflity insurance information for Unit # £
Company Name / o ( Area Code/Phone Number
- . S Budset & Cobnl (304 (800 W3- I00F
All Units Insurance Information e ot / 2
gency . Palicy
{ to be completed by Investigating Officer) ﬂ///f—
Automoabile liability insurance information for Unit # Automobile liability insurance information for Unit # P
Company Name Area Code/Phone Number Compan Name ‘ " |Area Cade/Phone Number
{ ) Drishn  iest Zas fopgeey [ G494 Yog- sz
Agency Mame Policy Number Agency Name ] Policy N
e Sl et

Notice of Reguirement Accepted

Signature

—_—

Y N Refusad lo AFT Signature?

Y N Vehicle Subject to Registration in SC?

Reference to Unit #:

To Be Completed Below or Entered at WWW.SC-ALIR.COM By Insurance Company Representative,
This form showld not be mailed to DMV if insurance information has been submitted elactronically,

. Fhere by affirm that to the best of my knowledge the vehicle described
above was insured by the below stated Insurance company on the date of the collision.

The informatien as conlained herein is based solely upon my knowladge and
belief as a representative of the above insurance company and no warranty of
liability is imputed into the above mentioned insurance as | have listed herein

Insurance Company

Policy #:

Signalure

Title

Beginning Dale;

Ending Date: Policy Helder:

NAICH (Assigned by 5. Dept. of Ins.}

Bus. Telephane

( )

Notice: If liability insurance was not in effect for your vehicle involved in the collision, The Department of Motor Vehicles could
suspend your driver license and registration privileges pursuant to South Carolina Code of Laws 56-9-351 and 56-10-530.

If any of the below are applicable, Disregard the above portion.

Form FR-10 Not Issued:

Section 56-10-520

vehicle

Check here if a Form SR-23, Fleet policy of 25 or more vehicles is on file with the Department covering the

Check here If a certificate of sell<insurance has been issued by the Departmenl covering the vehicle and
indicate lhe cerlificate number: St -

Check here if liabilily insurance was not in effect

No FR-10 Issued lo Operatorf Owner of Unit #

Summons Issued to;

For operaling or allowing

Summens Number:

the operation of an

to comply with South Carolina statutory Signature Date i X Si
N gnalure
requirements. uninsured vehicle
Investigaling Officer's Name Rank Badge # Jufisdiction Cote  |Review Date Reviewer's Name Rank Internal Agency Code
YOIV J7 iy Ty PRIy 5 p 07

A

TEINIETIY 2 AMATRIE T
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ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Transportation Vehicle Accident Report Form will be used
to compile accurate, uniform, and reliable information about Agency vehicle { van, bus, small vehicie,
and multi-function bus) accidents so that problems and trends may be identified and needed safety
programs can be developed.

Complete and turn in this form to Transportation Dept. within two (2) business days of the accident if
it involved a ACDSNB vehicle, or:

» $2,560 or more of total property damage, or

» Personal injury (requiring treatment away from the scene), and/or fatality, to any involved vehicle
occupant or pedestrian,

This form must be completed by the operator involved in the accident, or operator supervisor, and
any staff passengers. A supervisor must review and sign the completed form. Enter only one
response for each question.

Accident —

Descrlptaon AS I are %)VDOD:’,C\ atr a SJ(O/\ Cwmn b(’{:uﬂé I 5\@()&/[’(‘
1O Ay e vt rad s and dncblie. el e esen dieecilin ieaee

e, (BN LG h(f\fay. Trer) T tene <\ el Yt then $mymedSared, - mned

g—o \?m e whicle” vecaise the vehbele 0 foms o ne bad slaboaed cn
ales

1. Driver Name \)’Wf'ﬂ’jﬂqiﬁt 5\@ }/F)
\%.faate of Accident \a) l7/ | C) 3. Day of week i ke \E;;A Time __ l Sﬂ E?

AM (O PM
5. Vehicle Body Make DCX\%{’ 6. Bus/vehicle #
7. Vehicle Type: Small Vehicle O Bus O Lift van O Van IIJ/ Lift
Bus O
8. Model Year 8. Vehicle Capacity

10. Department Name D\an 9@\/({(‘;65 (,(()Lp)

11. Was the Operator? a. [0 Route Operator b, O Activity Trip Operator c. LFOTHER

Opé€rator’s Age:
1-30 b.(031-40 ¢ [J41-50 d.51-60 e.T61-70 f. 071+

13, Operator's Experience D/r,r{mg Agency Vehicle:
a. O less than 1 year b. [J1-4 Years ¢. 5-9 years O d. 0 10-14 Years e. 3 15-19 Years f. (0 20 +
Years

14, In the last 3 years, how many Agency vehicle accidents has the operator had?

(do not include this accident) _QOLY YY",



15. Agency Vehicle Use at Time of Accident:
a. O Route Mher (Specify) . _
WY e Ol e poorniTnents

16. Total Number of Consumers in vehicle: LQ Any Injuries ]

é]. First Point of Impact {please circle appropriate letters)
£~ Front R - Rear DS - Driver Side PS - Passenger Side

18. Fype of Accident:
a. [ Between Vehicles b. O Fixed Object {(complete #19) c. [0 RR Crossing (with train) d. O Overturn

e, [0 Pedestrian f. 0 Animal

19. Complete if Fixed Object Accident
(enter response which caused damage):
a. O Parked Vehicle b. O Utility Pole ¢. ] Tree d. 0 Culvert or Wall e. O Sign f. O Guardrail
g. O Bridge Rail h, O Fence 1. [] Curb or Wall j. OO0 Median Barrier k. O Embankment . O

Other {Specify)

20. Were Passengers Evacuated? a. O Yes b. @/No
21. Were Any Passengers Secured By? a. [0 Wheelchair, b, [J Lapbelt ¢. [0 Not Secured

AR '
22, First Person notified of accident? \/?CVW\?; : m%

23. Was Pre-~Trip inspection of vehicle performed by driver on date of accident? a. IlQY/es b. O No

24. Are there any actions driver fg\e[s could have prevented accident? (explain)
oo W nAve, ol A different vt

Date 187\/? 7;';5 P R\?\
Supervisor; Signa ure‘w J | \J\M\%
e T 15

Transportation Signature

Date




mnsae  NIFORM TRAFFIC TICKET

STATE OF SOUTH CAROLINA
VERSU

S

VIOLATOR

ME OF TRIAL COURT

‘1 WA
DATE OF THIA TAE OF ‘TRIAL GITY ZIe CODE
AL R oo o eisin __SC D

IOLATION SECTICN NO. VIOLATION - COHAT APPEARANCE TECUIRED YES 2O
E @ . o
{’U{ l/l f’c“& ATHD
BATE OF VIOLATION TIME OF ViOk
. O- ‘J—JI
4
B b 0 ) oy 21 |

e GOND AT REQUESTES
12

:ON LNIGION!

ER

rd
4 o Lo

e

ARREST OFFIC
1dOOHJJAONEE)V

PRESENT THIS SUMMONS TO THE TRIAL COURT SHOWN ABOVE

aE SURE YOU HDERSTAND FROM THE ARRESTING OFFICER THE EXACT TIME
AND BEFORE wWHOM YOU ARE TO APPEAR, IF THIS TICKET 18 WRITTEN FOR A
TRAFFIC VIOLATION AND you FORFEIT gAlL, PLEAD GUILTY OR NOLO|
CONTENDERE, OR ARE CONVICTED ARTER A TRIAL THIS VIOLATION WiLL BH
PLACED AGAINST YOUR DRIVING RECORD, OR FORWARDED TO YOUR HOM
STATE. POINTS FOR ouT OF STATE VIOLATOR WILL BE ASSESSE

HOME STATE LICENSING AUTHORITY AND MAY DIFFER FROM STATE TO
FAILURE TO COMPLY WITH THE TEBMS Of THIS SUMMONS MAY RESULT W
THE SUSPENSION OF YOUR DRIVER'S LICENSE BY YOUR HOME STATE. YOU ARy
REQUIRED BY LAW TO APPEAR IN COURT FOR CERTAIN OFFENSES.

SEE MPORTANT JNFORMATION ON THE REVERSE SIDE OF THIS TICKET.
————]

“.W,_.M.....,‘,,,@.W_WW__.M-WM,\




wAail FR-10 to:  SC Departrent of iotor Yehicles
Office of Finandial Responsibility (803) 895-5000

SOUTH CAROLINA DEPARTMENT OF MOTOR VEHICLES FR-VO(REV. [ 1£2011)
NOTICE OF REQUIREMENT

Submit Elecironically  Agsnts of Compary
Peprasentatives can submilyour nsurance

PO Box 1498 Blvthewood. SC 29015-0050 o e e oformation at Wy .SC-ALIR.COM
-interstate 4~ secondary Callisior Localion (R # 7 Nam g £ )ain fine fltenemae filles LD 1o Ir,iryor TowN of:
-USPrimary  5- County . 2-Altemnate 7-Business NE
04 CPrimary  &-Pp =81 ! HIGHWAY 81N 5-Spur 5.73 Sy j WILLIAMSTON

o Vehicle
Owner/
Operator

Failure to return this form to the Department of Motor Ve
collision could result in the suspension of
to South Carolina Code of Laws 56-9-351

hicles within 15 days from the date of the
your driver license and registration privileges pursuant
and 56-10-530.

Bemivermadestian s Fuil Manie

JESSICA LASHEA CORPELL DOUGLAS E
Race Syeat
Clty, State, & 2ip City, State, & Zip
CENTRAL SC 29630 WILLIAMSTON s¢ 296_97-__
se ¥ Insurance Company: H Irsurance Company:
D SC BUDGET & CONTROL a] NATIONWIDE
Vehichs Make VIN # Yehicle Make VN &
CHRY 3A4FYSEBXTTE20447 TCYT JTIGPI0VY
State Yedr License Plate & Ouner'sDLL 8 License Plate # Owner's DL, #
c p RG1704 NONE 2016 UNKNOWN
omie Telephone Qumer's Full Name Home Telephons Owner's Full Name
h ANDERSON COUNTY DSNB CORDELE, BARBARA KAY
Bus. Telephone Street Streat
T ] 212 MCGEE RD

Contiibuled T0 Collisiony  |City, State, & Zip

Contrtbuted To Colliston  [City, Stata, & Zip

CNo Y ILLIAMSTON
Yes No ANDERSON §C 235_25 N i

.!Driver.-'Pedesman"s Full Mams License Plate # Qunershl, &
ot fSex Race Street Home Telephone Owner's Full Name

ity State, & Zip

Strest

Driver's License #

Insurance Company:

Contributed To Collistan [ City, State, & Zip

Mo

Year Bady Vakids Make

VIN #

AcCident insurarce information for Urit

02

All Units Insurance Information
{to be completed by Investigating Officer)

Area Code/Phone Mumber
(BOO) 4213535

Pal

pccldert Insurance Information for Unlt # 01

Accident insurarce Information for Urit &

Iy Number

|Palfoi iimiii I

Automobile Liability Insurance information

KCompary Name Arda CodePhone Number Area Cods /Phone Number
SC BUDGET & CONTROL (800) 7132208 )]
Pgercy Name Policy Number

Notice of Requirement Accepted

_—

bgratrs

Y N__Refused to Afx Signature?

N Vahide Subject to Reglstration in 5¢7

RRECIIECIEY ARG Ay
0 Be Completed Balow or Entered af WWW SCALIR.COM, By Insurance Company representativi. This form should

10t be mailed to DMY if irsu ance Information has beer submitted ulectronicatly
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ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Transportation Vehicle Accident Report Form will be used
to compile accurate, uniform, and reliable information about Agency vehicle (van, bus, small vehicle,
and multi-function bus) accidents so that problems and trends may be identified and needed safety
programs c¢an be developed.

Complete and turn in this form to Transportation Dept. within two (2) business days of the accident if
ft involved 2 ACDSNB vehicle, or;

> $2,500 or more of total property damage, or

> Personal injury (requiring treatment away from the scene), and/or fatality, to any invalved vehicle

occupant or pedestrian.

This form must be completed by the operator involved in the accident, or operator supervisor, and

any staff passengers. A supervisor must review and sign the completed form. Enter only cne
response for each question,

Accident

Description - WIS tunia o4 of Weldo rO_Cﬂ V10 my ledd

WOS 0N 1Y wivelel Ul winOn WS Yoo, 200k 0o \Wed
£0ad (hdy was of QROMPIERE Sop)_and  Yer A er Car

WO DEANA it . Wpia0 eS8 WAS Loy L ithey \wal)
T orXed 4D O o O WA ek e Ye cod Wk
WS A g T WneieC B p0ove Nt e S ine From. beand i+
oNd Nty me !t ' 7 J

1. Driver Name (ES(‘\A\("H TY%M\(\S

2. Date of Accident 3!“{“@ 3. Day of week A4 4. Time 10 - 59
AM O PM U
5. Vehicle Body Make (‘ho,\{ \/M 6. Bus/vehicle # HH\{“
7. Vehicle Type:  Small Vehicle Bus OJ Lift Van O van O Lift
Bus O
8. Model Year_Z OO\"'(' 9. Vehicle Capacity

10. Department Name H\Q‘SQT_

11. Was the Operator? a, E/Route Operator b. O Activity Trip Operator ¢, O OTHER

12. erator’s Age:
a. 4 21-30 b. 031-40 ¢, 41-50 d. 51-60 e.J61-70 f. J71 +

13. Operator's Experience Driving Agency Vehicle:
a. 7 less than 1 year b.[] 1-4 Yearsc. 5-9 years O d. J 10-14 Years e, (7 15-19 Years f. 0 20 +

Years

14. In the last 3 years, how many Agency vehicle accidents has the operator had?
(do not include this accident)



15. Agency Vehicle Use at Time of Accident:
a. [4 Route b. O Other (Specify)

16. Total Number of Consumers in vehicle: ,—3 Any Injuries O

17. First Point of Impact (please circl propriate letters)
F = Front R - Rear (DS’— Driver Side PS - Passenger Side

18. Fype of Accident:

a. 2 Between Vehicles b, O Fixed Object (complete #19) ¢. O RR Crossing (with train) d. O Overturn
e. [J Pedestrian f. 0 Animal

19, Complete if Fixed Object Accident
(enter response which caused damage):
a. O Parked Vehicle b. O Utility Pole ¢ 0 Tree d. O Culvert or Wall e, [J Sign f. OO Guardrail
9. U Bridge Raill h. 0] Fence i. O Curb or Wall j. O Median Barrier k. 0 Embankment . O
Other (Specify)

20. Were Passengers Evacuated? a, O Yes b. }{No \

21. Were Any Passangers Secured By? a. O Wheelchair b. E}/Lapbelt ¢. O Not Secured
: ) e

22. First Person notified of accident? (4 {1 /; L{)Q{ VSl

23. Was Pre-Trip inspection of vehicle performed by driver on date of accident? a, [Zers b. O No

24. Are there any actions driver feels could have prevente?\rccident? (explain)

1 Cond nowe (ASE SAF Hnere Unhil (NOHING at 411 wWas m
¢ rpad., J /

Driver Signat
Date 6

Supervisor Signature

Date

Transportation Signature

Date
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ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Fransportation Vehicle Accident Report Form will be used
to compite accurate, uniform, and reliable information about Agency vehicle (van, bus, small vehicle,
and muiti-function bus) accidents so that problems and trends may be identified and needed safety
programs can be developed.

Complete and turn in this form to Transportation Dept. within two (2) business days of the accident if
it invelved a ACDSNB vehicte, or:

> $2,300 or more of total property damage, or

» Personal injury (requiring treatment away from the scene), and/or fatality, to any involved vehicle
occupant or pedestrian.

This form must be completed by the operator involved in the accident, or operator supervisor, and
any staff passengers. A supervisor must review and sign the completed form. Enter only one
response for each question.

Accident

Descriptionf._LOoKE0 axih 1wui§ SESERKL T3S FGAO0E Tufasnit VEFT  Ceon
OLE RSEUAM A o0 WwHTEwdlff 00 anl  graulls GOST 7€ GRS Tene v ToE
LRSIGN ST0l of Tl e, TaECay on TUE peshacuetl AT onl WIT 2goicES p~g
SOl SULO et wHE WG CAwgEinde oIS AOVWIALE e AVGIVERS Spof 0 ThY
VAN, # Ol §E¢  priYTusehe of, QTN ayon DAEEERG. 8O0 A0\l [ e OFF
H373 -

1. Driver Name  OFREI.  imifin s

2. Date of Accident 7/fé //é 3. Day of week_S#fman 4. Time /0 2/
AM O PM
5. Yehicle Body Make (’W’\{) 6. Bus/vehicle # (ﬂei'f
7. Vehicle Type: Small Vehicle ] Bus [J Lift Van O Van E/ Lift
Bus O
8. Moadel Year 9. Vehicle Capacity. ]

10. Department Name Kﬁgﬁﬂ&fﬁt\\,

11. Was the Operator?  a. J Route Operator b. O Activity Trip Operator c. !36THER

12. Operator’s Age:
a.[021-30 b.[)31-40 c.F41-50 d. 51-60 e.061-70 f O 71+

13. Operator's Experience Driving Agency Vehicle:
a. D/@ss than 1 year b. 0 1-4 Years c. 5-9 years [J d. O 10~14 Years e. [ 15-19 Years f. [J 20 +
Years

14, In the last 3 years, how many Agency vehicle accidents has the operator had?

(do not include this accident) /8]



15.El>gency Vehicle Use at Time of Accident:
a. @ Route b. O Other (Specify)

16. Total Number of Consumers in vehicle: Z Any Injuries O

17. First Point of Impact (please circle appropriate letters)
F - Front - Rear @— Driver Side PS - Passenger Side

18. be of Accident:
a. 7 Between Vehicles b. O Fixed Object (complete #19) c¢. (1 RR Crossing (with train) d. 0 Overturn

e. O Pedestrian f. O Animal

19. Complete if Fixed Object Accident
(enter response which caused damage):
a. O Parked Vehicle b. ] Utility Pole <. [ Tree d. [ Culvert or Wall e. [1 Sign f. [] Guardrail
g. [0 Bridge Rail h. 3 Fence i.[J Curb or Wall j. O Median Barrier k. [0 Embankment L4

Other {Specify)

20. Were Passengers Evacuated? a. [J Yes b. E’ﬂo
21. Were Any Passengers Secured By? a. G Wheelchair b. O Lapbeit c. 0 Not Secured

22. First Person notified of accident? /b _Eoman

23. Was Pre-Trip inspection of vehicle performed by driver on date of accident? a. lEI4es b. (] No

24. Are there any actions driver feels could have prevented accident? (explain} o
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ACDSNB

TRANSPORTATION VEHICLE ACCIDENT REPORT FORM

The information provided on this ACDSNB Transportation Vehicle Accident Report Form will be used
to compile accurate, uniform, and reliable information about Agency vehicle (van, bus, small vehicle,
and multi-function bus) accidents so that problems and trends may be identified and needed safety
programs can be developed.

Complete and turn in this form to Transportation Dept. within two (2) business days of the accident if
it involved a ACDSNB vehicle, or:

¥ $2,500 or more cf total property damage, or

» Personal injury (requiring treatment away from the scene), and/or fatality, to any involved vehicle

occupant or pedestrian.

This form must be completed by the operator involved in the accident, or operator supervisor, and
any staff passengers. A supervisor must review and sign the completed form, Enter only one

response for each question.

Accident i
Description Qm\— Ao T (=17mfw eh  NCO) 1o ek
} . &D)W(}ﬂMf m A‘ﬂi Lih
Qlin I 04 Ad L Coaa tevend dd Je it wand —

OA{OA (}ngg/ kAk Q\-—LO MCk A:00 @fé Qlal%xﬂ r."Lu‘b;

1. Driver Name/%@vrbm ‘:L-—&’f‘\ .\,(\PJ\)
2. Date of Accident ID|a| \@Ql&g 3. Day of week_bm\dq 4. Time RERGLS
1 AM [T PM

5. Vehicle Body Make 6. Bus/vehicle #_ 5 H Y
7. Vehicle Type: Small Vehicle [ Bus & Lift Van O Van O Lift
Bus [
.
8. Model Year__ 00/ 9. Vehicle Capacity___ 1)

10. Department Name Q_QQ.(’ x’LO«Q,uM (EJMJ‘@J}{

11. Was the Operator? a. (ﬁzoute Operator b. [ Activity Trip Operator c. [J OTHER

12. Operator's Age:
a [d21-30 b.031-40 ¢.041-50 d.51-60 e. \21/61-70 .71 +

13. Operator's Experience Driving Agency Vehicle:
a. [ less than 1 year b. [] 1-4 Years ¢c. 5-9 years O d, &1?44 Years e, [0 15-19 Years f. O 20 +

Years

14. In the last 3 years, how many Agency vehicle accidents has the operator had?
(do not include this accident)



15, Agency Vehicle Use at Tirme of Accident:
a. I Route b. O Other (Specify)

O

16. Total Number of Consumers in vehicle: ~3— Any Injuries

17. First Point of Impact (please circle appropriate letters)
F ~ Front R - Rear DS - Driver Side PS ~ Passenger Side

18 Type of Accident:
Between Vehicles b. O Fixed Object (compiete #19) c. O RR Crossing (with train) d. O Overturn

e. CJ Pedestrian f. [T Animal

19. Complete if Fixed Object Accident
(enter response which caused damage):
a. [J Parked Vehicle b. O Utility Pole «c. [0 Tree d. O Culvert or Wall e, [J Sign f. O Guardrail
g. O Bridge Rail h. {J Fence i, 3 Curb or Wall j.- O Median Barrier k. [] Embankment L. O

Other (Specify}

20. Were Passengers Evacuated? a.‘af\’es b. O No
21. Were Any Passengers Secured By? a. 3 Wheelchair b.ﬂ’fapbelt c. [J Not Secured

22. First Person notified of accident? _Li{ L)?E ;‘;S,kﬂ sAdy g)@:d&lﬁ\,

23. Was Pre-Trip inspection of vehicle performed by driver on date of accident? z. O Yes b. B-No

24, Are there any actions driver feels could have prevented accident? {explain)

Coarddnee S0 oY (oot un*f)k ECEN a.tlﬁv ﬂiéfﬁ

Lh OAcow J

Driver Signature
pate_ /D 24
7

Supervisor Signature

Date,

Transportation Signature

Date
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